y supplied. AGE should be stated EXACTLY. PHYSICIANS should gte

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very imporm.

e Care|

f .
DEPARTMENT OF COMMERCE
BumEAU orF TEA CENSUS

SEP 25 1840 791

Registration District NOw e Prifuary

MISSOUR1 STATE BOARD OF HEALTH

STANDARD CERTIFICATI;i 6)6 gEATH

Registration Distriet No.

s i@ 1120
Regisirar'a No____mj_ﬁ_

1. PLACE OF DEATH:

[
(@) County St Fouls Missouri

(b} City or town
(if cutside city or town limits, write “RURAL* and name of township)
(¢) Name of hospital or institution:

Homer Phillips Hospital
(It not in bospita! or Institution, writa s locapign)
(d) Longth of stay: In hospitalor institution m mﬁnf%

L i f 8 (3pecily whether

In this community.
years, manths or days}

2. USUAL RESIDENCE OF DECEASED:

Missonel

{a) State. {b) County.

St. Lonla //

(If cutalde cfty or town llmits, writa “RURAL"} 7

4412 Garfield

(If rural, give location)

(¢) City or town

{d) Stroet No.

{¢) I foreign born, how long in U. 8. A.? yeara.

8. {(a) PRINT

L. 20

Fvelyn Brickey

FULL NAME
8. (b) If veteran, 8. {¢) Social Security
nama war. L X N X ] Nﬂ - —— e
5. Color or 6. (a) Single, wuiowid mai'l
4. Sex_].?__e__.n_l:g.l'_@__ rac Ne o divorced......” ..Eg

6. (%) Name of husband or Wile.... e erererss

=== alive.
October 30th 1903

6. (¢} Age of husband or wife if

7. Birth date of decease

(Month) (Day) (Year)
8. AGE: Years Months Days If less than one day
56 Q’ ? 16 hr. min.
9. Bi-rtbpla.ce__'__. . 'S
{City, town, or oounl_y) i (Btata or foreign country)
10. Usual oocupation. . UROMD10YEG
11. Industry or bosiness_ . —
E{m’“m" . Ewerett Brickey
= | 15. Birthplace Steeleville yissouri F)
Btate or forelgn voantry,
E 14. Malden nme_m vﬂ‘ﬂer S
16. Birthplace Bolla. 2 R 1 ©
. ty, town, sfkdin

16. (s} Informant’s own signature.Zy

44712 Garfleld

() Address »
. @ Burial (4) Dato 8/20/40
{Buarlal, cremation, or rernoval) {Mouzth) (D-y) {Yaar)

{¢) Place: burial of eremation
18. {a)} Signature of funeral director

o AUG

MEDICAL CEBRTIFICATION

20. DATE OF DEATH: Mantk..A]lglls_t___day.._.lﬁ.thm._..
1 940 / minute 3d

d from

hour.

year
21. I hereby certily that I attended the d
19 to,

that I lastsaw b alive on
and that death oceurred on the date and hour steted sbove. p

Other conditions,

(Include prognancy withio 3 montha of death) g [
. 5@\ ” PHYSICIAN
Major ﬁndjngia: 1 {4 : ] —
Ot operatiana £ Underline
. . ! the cause to
; which death
otsces e
tistically.

(Data received local ragistrar)

22, If d eath was due to external causes, fill in the following:
(a) Accident, muiclde, or homicide (specity)

(b) Date of cccurrence.
‘Where did { occur?.
© ere njury ¥ or town) !‘
(d) Diad {njury occur in or about home, on farm, In ind place. In pnblie ﬁw&?

-

15 f place)
(Bpecily txpe of plnce) mjury.__.

v

(M. D. or other)
Dato signi

L Y {Licensed Embdm:r’l Statement on l{evme Si‘n) -




~ s STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of cert:ﬁcate was embalmed by me, or by

James A. Johnson /%z?mg .. o DB

working under my personal supervisign.

T Visensi Babe o or AR -
e RO Address__"- 4107 Finney Ava.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER i m OWN HANDWRITING. (Failure to comply
the above constitutes grounds for revocation of license.) -

If this body is not embalmed, above space should be left blank, >




